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Editorial 
Most of you probably have never had the pleasure of 
attending a UWO Medical Journal meeting. Those of you 
who have will know that we generally congregate in 
someone's living room in order to kick around a host of 
ideas, only to arrive at a few minor decisions some hours 
later. At the last journal meeting it was decided that we 
should alter the format of the journal. Someone suggested 
that choosing a theme would add more cohesiveness to our 
publication. Of course the next logical step was to arrive at 
an appropriate topic. Ideas began to flow quite readily, but 
one in particular seemed to surface time and again 
throughout our conversation. This was the theme of 
sexuality and medicine. At first I was a bit hesitant about 
this idea but the response from our group seemed so positive 
that I felt somewhat reassured in accepting this topic. In 
total the meeting was quite a success and everyone left 
feeling optimistic in that we had arrived at a very goal-
directed idea and one which would definitely catch the 
attention of our readers. 
It was not until sometime later that I began to wonder 
what sort of impact and repercussions, if any, this decision 
would have on our readers. Although I did not spend end-
less hours pondering these questions, I must confess that on 
one occasion I awoke from a rather restless sleep after 
having dreamt that the Medical Journal had evolved into a 
by Bruce Edington 
pornographic magazine of world renown. Newspapers had 
captured the story and headlines in the Free Press read, 
"UWO Medical Journal competes with Playboy on World 
Market". The dream more or less ended in a nightmare 
when I could not get anyone to pose as a centerfold, and I 
refused to use a cadaver. 
After my initial doubts I began to wonder in a curious 
manner why exactly we had chosen this topic of sexuality 
and medicine. Are medical students preoccupied with 
sexuality? (After seeing Tachycardia this year I may be 
inclined to say yes.) If this is so, is it because their personal 
exposure and experience makes them quite knowledgeable, 
or is it because they are, to say the least "starved". I guess 
that this is one question which can only be answered by the 
individual. With regard to this statement, a colleague of 
mine asked if I would write an editorial on sexuality and the 
third year clerk. However, I declined, due to lack of in-
formation on this subject. 
In this issue of the UWO Medical Journal we have 
attempted to present a number of articles which encompass 
various aspects of sexuality and medicine, both from a 
doctor-patient and personal viewpoint. We hope that this 
issue will be interesting and informative, and that the idea of 
a theme will lend more cohesiveness to our publication. 
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Sexual Dysfunction -
Problems of Sexual Desire 
Problems of sexual desire is a relatively 
new concept defined as occurring when one 
or both partners have no desire for sex or 
may even find it adversive. This sub-group 
of the sexual dysfunctions prObably has 
accounted for some of the high failure rates 
observed in centres dealing with sexual 
disorders. What is "normal" in this area is 
difficult to define, however two recent 
papers would indicate that "all is not 
well" . Frank et al, in the New England 
Journal of Medicine, state that ap-
proximately 33% of married couples have 
sexual intercourse less than two to three 
times per month. In that study 150Jo of the 
males disclosed their marital sexual 
relationships as "not satisfying", and 33% 
as a "definite complaint". In the American 
Journal of Psychiatry, Edwards et al 
studied 365 males and females (random 
selection, married, young and middle aged 
adults in Toronto), and found that 33% 
had ceased having sexual intercourse with 
their partners for some definable period, 
averaging eight weeks. The most frequent 
reason for cessation was 40% marital 
discord, 20% physical illness and 12% 
decreased sexual interest. There may, in 
fact, in that study be some blurring of the 
differentiation between marital discord and 
decreased sexual interest, nevertheless 
accounting for a high percentage of 
"dissatisfied" people. 
In order to understand and manage the 
problems of sexual desire, it is important to 
see how it fits into the broad scheme of 
psychosexual disorders, to understand its 
psychoneurophysiology, and to more 
precisely delineate problems within the area 
of sexual desire. 
The sexual dysfunctions are a sub-group 
of the broad group of psychosexual 
disorders and should be differentiated 
from the sexual paraphelias, i.e. 
exhibitionism and the sexual gender 
disorders. See Figure I. In terms of a 
clinical practice, unless in a specialized 
clinic, a practitioner will rarely encounter a 
disorder of gender or role and infrequently 
a disorder of sexual paraphelia, however, 
the sexual dysfunctions are common and 
often go undetected. 
The sexual dysfunctions apply only to 
problems arising within the concept of 
"normal adult heterosexual behaviour", 
and are a relatively new addition to the 
disorders of psychosexual behaviour. As 
the sexual revolution of the mid 60's and 
Page 5 
Figure }-
Classification of Psychosexual 
Disorders DSM Ill 
1. Sexual Paraphelias 
- Exhibitionism 
Fetishism 
Pedophilia 
Voyeurism 
Sexual Sadism 
Sexual Masochism 
Zoophilia 
Dyshomophilia 
2. Sexual Gender Disorder 
- Transsexualism (Role) 
Transvestism (Gender) 
Gender Identity or Role Disorders 
of Childhood 
3. Sexual Dysfunction 
1. Orgastic Phase Disorders 
2. Excitatory Phase Disorders 
3. Desire Phase Disorders 
4. Miscellaneous 
Vaginismus 
Dyspareunia 
Premature Ejaculation 
70's unfolded it became apparent that the 
terms "impotent" and "frigid" were 
insufficient in the understanding of the 
complex issues encountered in heterosexual 
behaviour, and in understanding some of 
the high failure rates of treatment, both 
brief directive sex therapy and intense 
psychotherapy. Wright et al, in the Ar-
chives of General Psychiatry, indicate some 
of the problems encountered. Although 
great advances were made with the concept 
of a hi-phasic sexuality of an orgastic phase 
and an excitatory phase, it is now realized 
that there is a tri-phasic sexuality composed 
of an orgastic phase, an excitatory phase 
and a desire phase. An understanding of 
the psychoneurophysiology of the three 
phases is imperative, not only to un-
derstand these phase disorders, but also to 
manage the patient. 
Although neurophysiologically the 
orgastic, excitatory and desire phases are 
related, they each have an individual in-
frastructure. The orgastic phase is the least 
under voluntary control, and the desire 
phase under most. That is, there are many 
more intrapsychic and emotional factors 
influencing the desire phase. 
The orgastic phase is the most automatic 
and in the female is described as a 0.8 per 
by E. McCrank, M.D. 
second clonic reflex contraction of the 
striated muscle of the perineal area 
produced by sensory stimulation around 
the clitoris. The nuclei from the striated 
muscle in the perineal area are represented 
in the sacral portion of the spinal cord and 
on up into the mid brain and limbic cortex. 
A similar 0.8 per second clonic contraction 
of the striated muscle at the base of the 
penis and perineum occurs in the male, 
however it is preceded by a sympathetic 
reflex contraction of the smooth muscles of 
the internal genital tract perceived as a 
period of "ejaculatory inevitability" and 
results in the ejaculation. In both the male 
and female the perception of orgasm is 
subject to facilitatory and inhibitory ef-
fects. An example of this is a pleasurable 
fantasy or pleasurable surroundings 
facilitating a pleasurable orgasm, and on 
emotion such as anger or anxiety inhibiting 
a pleasurable orgasm. 
The excitement phase becomes more 
complex and more influenced by 
psychological factors. In both males and 
females this excitement phase is a 
parasympathetic response, vascular in 
nature, resulting in vasodilatation of other.-
wise flaccid organs with erection and 
lubrication in preparation for reproduc-
tion. The nuclei serving this phase are 
higher than the nuclei serving orgasm. In 
fact there seem to be two nuclei involved 
which are found in the lumbar area, a 
lower nucleus more controlled by tactile 
factors, and a nucleus which is higher and 
seems more controlled by psychic factors. 
Again this representation carries on up to 
the mid brain, limbic system and cortex, 
and although close to the orgasmic centre is 
separated from it. Disorders of this phase 
result in impotence in the male and failure 
to lubricate in the female. 
The sexual desire phase, the phase we are 
interested in, is greatly influenced by 
psychic factors. It is a brain function and 
has similarities to a biological drive in that 
it depends on activation of specific neural 
circuits, and unless these sexual circuits are 
active there can be no desire. These circuits 
have many subconnections to the limbic 
system, hypothalamus, cortex etc., and 
although more poorly delineated than the 
biological drives of thirst or hunger, are 
similar in their anatomy but more complex. 
As a result of this complexity there are 
many more facilitatory and inhibitory 
influences such as the amount of cir-
culating testosterone, the amount of 
medications such as Mysoline, alcohol, and 
most significantly psychological distur-
bances such as depression and anxiety 
which, when interfering with the sexual 
desire reflex phase, produce a syndrome of 
inhibited sexual desire or decreased sexual 
libido. In the male, an inadequate amount 
of free circulating testosterone produces 
sexual anorexia. This fact has led to the 
treatment of sexual compulsive offenders 
with anti-testosterone agents such as 
Provera (Medroxyprogesterone). (I should 
add not without some controversy.) As is 
seen above, the sexual desire phase is the 
most complex of the three phases, and not 
surprisingly has a number of sub-groups of 
disorders. 
The sub-groups as presently defined are 
divided into primary and secondary, and 
the secondary subdivided into three 
varieties. See Figure 2. 
Figurel 
Inhibited Sexual Desire 
I. Primary 
2. Secondary 
a) Global 
b) Specific 
c) Secondary to orgastic or excitatory 
difficulties, i.e. performance. 
In the primary type of diminished sexual 
drive, there has never been an interest in 
sex at any time in the patient's life. There 
has been no interest in the opposite sex, no 
interest in their own sexuality, and no 
interest in masturbation. The cause of this 
may be constitutional (i.e. it is the low end 
of normal), however it is usually associated 
with severe psychopathological states, and 
although it is rare, when detected it is 
usually part of a severe characterological 
disorder, often with a schizoid flavour, and 
a very poor development of interpersonal 
relationships. As could be expected, the 
treatment and prognosis are poor for this 
group. 
In the secondary variety, the patients 
usually have had normal sexual desire at 
some state in their life (e.g. masturbation), 
or have engaged in normal heterosexual 
behaviour and seem "off to a good start 
but it fizzled out", and this variety has 
been subdivided into three sub-groups. 
The first is a global variety of secondary 
diminished or absent sexual desire, in 
which the patient seems to have lost all 
interest in sex. There is no fantasy, no 
sexually arousing incident, and although 
the patient may have orgasm and may 
engage in sex, he / she is not desirous of sex. 
Orgasm with emission, as stated, is 
represented by nuclei in the sacral area, and 
can occur with a non-erect penis, as seen in 
some spinal cord injuries. Clinically, this 
global variety is seen in: depression, where 
there is often a loss of sexual appetite along 
with other symptoms, such as loss of in-
terest generally; anorexia nervosa; physical 
disorders, such as hypothyroidism, 
pituitary failure, and renal failure; and 
cases where drugs and other chemicals may 
be interfering, such as alcohol and nar-
cotics, Mysoline (Primidone), Mellaril 
(Thioridazine), Aldomet (Methyldopa), 
and Dyazide (Triamterene Hydro-
chlorothiazide). Obviously the treatment in 
these cases is to treat the primary distur-
bance, whether it be depression, 
hypothyroidism, or drug interference. In 
cases of global inhibition, either primary or 
secondary, some clinicians advise en-
docrine screening for level of testosterone 
and prolactin as well as FSH. It is ex-
tremely important to differentiate a true 
global variety from the specific secondary 
type of diminished sexual desire which is 
discussed next. 
The second variety of secondary 
diminished or absent sexual desire phase 
disorders is called the specific loss or 
situational loss of desire, and is much more 
common and represents a larger proportion 
of sexual dysfunctions than realized. In 
these cases there seems to be a loss of desire 
for a particular partner, i.e. a husband who 
has no desire for his wife, but has for many 
extramarital sexual encounters, or a wife 
who is sexually aroused as she reads 
magazines or watches television and finds 
herself "turned off" as her husband enters 
the door in the evening. The causative 
factors in the$e cases are multiple, but 
mainly fall in the area of intrapsychic 
difficulties, communication problems, and 
sometimes simply a lack of sexual 
knowledge. Some of the more common 
intrapsychic reasons are those of 
rationalization for having an affair, guilt 
resulting from an affair or a fantasized 
affair resulting in an inability to have sex 
with the "wronged mate" , longstanding 
psychological problems such as a female 
seeing her husband as paternal and being 
"turned off", or a male who can enjoy sex 
prior to marriage but then finds it difficult 
to make love to his "now cherished" wife. 
As well, this specific variety may indicate a 
serious communication problem between 
the partners, such as repressed anger, 
sometimes a power struggle, and often a 
feeling of resentment that the particular 
partner's needs are not being met and yet 
they are incapable or unable to com-
municate this to their respective partners. 
These disorders may respond to mere 
illumination, education and minor com-
munication counselling. However, there 
may be a more long-standing or deep-
seated problem which may require in-
tensive psychotherapy, either individual or 
marital. These are the cases reported which 
have only a l0-150Jo success rate when 
treated by only brief directive sex therapy. 
The third group of desire disorders is one 
which follows and is secondary to an 
inability to perform or fear of performing 
because of difficulties in either the orgastic 
or excitatory phase. For example, a man 
who has erectile difficulties after a number 
of repeated attempts and ensuing failures 
may be so anxious regarding his per-
formance that he "turns off'' and "loses 
his desire". The management of this 
variety involves management of the 
primary problem. 
In terms of the desire phase disorder 
there seems to be no difference in the 
male / female ratio, and in managing these 
problems one must always beware that 
some of these cases may present as desire 
problems but are really sexual phobias or 
sexual obsessions and must be set apart and 
treated as either phobias or obsessions and 
compulsions and not as desire disorders. 
In summary, it is easy to appreciate that 
the problems of sexual desire will continue 
to be a large area of interest and continuing 
study. It is the area of sexual dysfunction 
most affected by a combination of the 
biologic and psychologic, and as well 
accounts for a high percentage of 
dissatisfaction within the boundaries of 
"normal heterosexual behaviour". Its 
treatment depends on sound clinical dif-
ferentiation into its various sub-groups and 
a combination of psychotherapy and brief 
directive sex therapy, and appropriate 
referral when indicated. 
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Gay is Just as Good 
In the summer of 1969, the homosexuals 
of Greenwich Village rioted, objecting to 
what they considered police harassment. 
They chanted the slogan "Gay is good" 
which signalled what many believe was the 
beginning of the gay liberation movement. 
The original secret Mattachine Societies of 
the early '60s had become outspoken in 
efforts to establish rights for homosexuals. 
There can be little doubt that our society is 
now much more aware of homosexuals 
than in the past. This awareness, however, 
likely doesn't signal any increase in ac-
ceptance. Every October 31st 50-100 people 
are arrested outside a Toronto gay bar for 
harassing gays on their way inside for 
Hallowe'en festivities. I doubt that this is a 
singular event and likely occurs in every 
large city. Our Judeo-Christian society will 
not change its puritanical erotophobic 
stance overnight, if at all. But the health-
care professional is certainly in the position 
to exert his influence. Yet even here the 
homoerotophobic feelings have to be dealt 
with. There is little agreement among our 
sort as to whether homosexuality should be 
classified as social deviation, mental 
disorder or simply altered sexual 
preference (A.M.A., 1972). Perhaps if the 
American Psychiatric Association in-
troduced homoerotophobia into the DSM-
III, the change would occur faster . 
In our society, we were raised in the 
belief that sexuality was necessary for 
procreation. Sex without the consideration 
for expanding the population was wrong. 
Homosexuality represents a point so far 
from this basic premise that it is an 
abomination, a sign of a degenerative 
C.N.S. disease or worse, a' sign of mental 
illness. 
Yes, sexual attraction among members 
of the same sex has been documented 
through recorded history as well as in many 
different cultures. In many societies, 
homosexual practices have been suppressed 
by harsh laws. But never have societal 
sanctions eliminated homosexuality nor 
does it seem likely that they ever will. The 
widespread prevalence of homosexuality, 
even though such practices are often 
threatened by punishment, has led some 
authorities to believe that this aspect of 
sexuality is in some important ways, part 
of the very nature of man. 
In a survey of anthropological literature, 
Ford and Beach (1951) suggest that forty-
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nine out of seventy-six primitive societies 
considered some form of homosexual 
activity as quite normal and acceptable, 
although seldom sanctioning such sexual 
behaviour as desirable for large numbers of 
the community. In societies where 
homosexual activity is said to be rare, there 
tend to be definite social pressures directed 
against such behaviour. In a number of 
cultures where homosexuality, especially 
among males, has aroused anxiety and 
disapproval, there generally has been 
provided some approved means of outlet 
for homosexual needs or roles and these 
have been attempts to regulate rather than 
to suppress homosexual behaviour 
(Churchill, 1967, Denniston, 1965). An-
cient Greece is justifiably cited as a 
civilization in which homosexual love 
flourished and was celebrated (Churchill, 
1967). In Plato's Symposium, there is an 
endorsement of homosexual love by one of 
Greece's leading philosophers. Thus this 
widespread desire of some humans to 
engage in sexual acts with members of their 
own sex has been dignified or vilified 
depending on the particular culture. 
The society which finds homosexuality 
abnormal can usually produce the evidence 
to collaborate this. Many of us learned that 
homosexual behaviour didn't occur in 
other members of the animal kingdom. 
This "fact" was one of the great proofs of 
the abnormality of homosexual behaviour 
in man. This unfortunate belief has no 
basis in fact, as Kinsey (1948) pointed out. 
The impression that infra-human 
mammals more or less corume them-
selves to heterosexual activities is a 
distortion of fact which appears to have 
originated in a man-made philosophy, 
rather than in specific observations of 
mammalian behaviour. Biologists and 
psychologists who have accepted the 
doctrine that the only natural function 
of sex is reproduction, have simply 
ignored the existence of sexual activity 
which is not reproductive. 
Churchill (1967) tries to emphasize bow 
common "same-sex" contacts are among 
other species when be states that scientists 
have observed homosexual behaviour 
among monkeys, dogs, bulls, rats, por-
cupines, guinea pigs, goats, horses, 
donkeys, elephants, hyena, bats, mice, 
lions, rabbits, cats, raccoons, baboons, 
apes and porpoises. R. H. Denniston 
by R.L. Goldsmith 
(1965) felt so strongly about the nature of 
animal sexuality that he referred to animals 
as being ambisexual. Churchill (1967) 
believes that the evidence certainly in-
dicates the absence of any heterosexual 
instincts and suggests that because 
heterosexual behaviour is more common 
and tends to form a pattern, it is in-
terpreted as "normal" . As we ascend the 
phylogenie scale "There can be little doubt 
that the frequency of homosexual contacts 
as a means of sexual outlet increases . . . 
the more highly evolved mammals display 
more of the behaviour and, more im-
portant, the type of homosexuality that 
they display tends more often to suggest an 
element of preference or choice" Churchill 
(1967). In subhuman primates, it does not 
appear that masculine homosexuality is 
simply a substitute for heterosexual 
relationships. Even after copulating with a 
receptive female some adult monkeys carry 
on homosexual alliances concurrently. 
Where heterosexuals and homosexuals 
differ is in the gender of the individual they 
choose as a primary sex object (A.M.A. 
1972). As with heterosexuality, the etiology 
of homosexuality is not known despite the 
data which has accumulated on the subject 
over the past thirty years. 
In tbe Beginning there were Kinsey, 
Pomeroy and Martin ... 
. . . and it is indeed difficult to avoid 
referring to their work. Kinsey et al (1948) 
found that 500Jo of the male sample of 
5,300 had had at least one homosexual 
experience (arousal or orgasm) by age 55 
years. Unless we wish to regard half of his 
sample of white American men as ab-
normal (some may), it is indeed difficult to 
entertain the notion that homosexuality is 
an expression of psychopathology. Some 
homosexuals may be disturbed, but 
disturbances are found in the lives of those 
who have never had homosexual ex-
perience. In view of the pressure society 
imposes on those who have had a very 
small number of homosexual experiences, 
it seems possible that homosexuals with 
emotional problems have them because of 
society's reactions rather than emotional 
disturbance preceeding or causing the 
homosexuality. Homosexual resistance to 
societal pressures creates strong neurotic 
fears about homosexuality (A.M.A., 
1972). 
Kinsey felt that his findings, along with 
the prevalence of homosexuality in the 
ancient Greek civilization, argued in favour 
of a conception of the human being as 
eminently conditionable to respond to 
erotic stimulation from the same sex, 
opposite sex or both. According to this 
formulation, the human animal is neither 
inherently homosexual nor heterosexual. 
Rather, he is inherently sexual, with the 
direction of his attraction being determined 
to a great extent by the circumstances of his 
environment. Different people may, 
through learning, find a tremendous 
variety of human characteristics sexually 
arousing. As Kinsey et al. (1953) sum-
marize: 
The data indicate that the factors 
leading to homosexual behaviour are 
1) the basic psychological capacity of 
every mammal to respond to any 
sufficient stimulus. 2) the accident 
which leads an individual into his or her 
first sexual experience with a person of 
the same sex. 3) the conditioning effect 
of such experience and 4) the indirect 
but powerful conditioning which the 
opinions of other persons and the social 
codes may have on an individual's 
decision to accept or reject this type of 
sexual contact. 
Because of the controversial nature of 
the Kinsey data, they received a great deal 
of critical evaluation. His subjects, for 
example, were not representative of the 
population at large. Many of the recruits 
were obtained through the universities and 
colleges; the most glaring sampling deficit 
was the intentional exclusion of non-
whites. The Kinsey reports have also been 
attacked for the sweeping generalities and 
numerous highly complex interpretations 
and evaluations which were made. Kinsey 
had not only reported data, he had 
proposed a theory which to this day is very 
popular. 
What Makes People Gay -
Theorie::. ')f Homosexuality 
As is usual in the study of human 
behavim ·, the search for factors that 
contribu : tends to occur on many levels 
and fr01 1 many directions. A researcher 
starts ou with a basic theoretical construct, 
formula11 s an hypothesis based on this and 
arranges lis study to hopefully prove what 
he has s t out to do. His theoretical con-
struct is 1 funct'o, • of his education (formal 
or other rise) a:tc the society he operates 
in. Rare r can you expect the sociologist, 
behavim ·ist and psychologist to report 
results ., ith much similarity, especially 
when dil erent aspects of the subject's life 
are usu 11Iy given different weights by 
differenl theorists. In the study of 
homosewality, the decision to attribute 
more im : ortance to one set of factors over 
others i: also evident. But here there is 
some sin larity in results. 
Psycboa · alytic Theory 
Perha;!; the most prevalent theoretical 
viewpoir is psychoanalytic, which directs 
attention almost exclusively to the early 
years of life. The psychoanalytic theories 
of homosexuality reveal divergent points of 
view. As Ovesey (1969) points out, one 
group suggests that another man's penis is 
desirable because it represents the breast to 
the orally-fixated homosexual. The basic 
premise of most psychoanalytic in-
terpretation however is "heterophobia" or 
fear of sexual contact with the opposite sex 
(Bieber et al., 1962). How the oedipal 
conflict is resolved is regarded as crucial 
for the direction that sexual preference 
takes. If the boy cannot resolve the conflict 
by repressing his desire for his mother and 
identifying with his father, he may try to 
escape from his oedipal conflict by 
avoiding all sexual contact with women 
who come to represent his unresolved 
incestual feelings toward his mother. The 
mother contributes to the heterophobia by 
discouraging masculine assertiveness and 
heterosexual approaches thereby keeping 
her son close to her. As he reaches 
adulthood, the unresolved conflict may 
make the young man fantasize that his 
penis will be injured by insertion into a 
woman's vagina. The sight of a woman's 
genitalia (without a penis) may trigger 
castration anxieties as well. Sexual 
relations with another man will however 
not remind him of the threat of castration. 
Thus, the male learns that his sexual 
feelings are best directed toward a member 
of his own sex. 
Learning Theory 
The Kinsey study (1953) provides what is 
likely the most widely known learning 
account of homosexual behaviour. The 
Kinsey group saw the human organism as 
neither intrinsically heterosexual nor 
homosexual but responsive to stimuli from 
both sexes. Sexual preference was a func-
tion of conditioning experiences. 
More recently, Feldman and Mac-
Culloch (1971) have proposed a theory that 
incorporates both biological and learning 
elements. They distinguished between 
primary and secondary homosexuals, the 
first group having no history of 
heterosexual arousal or behaviour. On the 
basis that reproductive behaviour in rat 
pups could be altered by injection of 
hormones into the uterus of the pregnant 
mother, Feldman and MacCulloch 
suggested that "it seems entirely possible 
that there are 'male' and 'female' areas in 
the human fetal brain which are critically 
susceptible to circulating levels of male and 
female hormones". It appeared possible 
for these areas of the brain to foster the 
development of masculine and feminine 
behaviour in early childhood irrespective of 
actual biological gender. Recent work by 
Imperato-McGinley et al. (1979) on male 
pseudohermaphrodites and the effects of 
androgens on the evolution of role-gender 
identity support this view. Although a 
predisposition supplied by female hor-
mones will not inevitably make a male a 
homosexual, it may lean him in that 
direction and he may readily be con-
ditioned into forming homosexual at-
tachments as a primary homosexual. 
It is interesting to note that Freud's 
formulation of the etiology of 
homosexuality represents a continuum 
between constitutional and experimental 
elements (Bieber, 1962). He offered the 
concept of the inherent nature of the in-
dividual toward activity (maleness) or 
passivity (femaleness) which he felt in-
fluences the way in which drives and ex-
periences were dealt with. 
Secondary homosexuals, according to 
Feldman and MacCulloch (1971), show 
conventional development of heterosexual 
interests into puberty, but after negative 
experiences with women start to fear and 
avoid them and tend to justify this by 
showing their attitude toward females . 
Homosexual outlets, by default, become 
more appealing in an individual who is still 
quite plastic and with a strong underlying 
sex drive. If homosexual experiments are 
pleasurable, they become even more at-
tractive. It is noteworthy that this theory of 
secondary homosexuality bears some 
resemblance to the heterophobia theory of 
Bieber. 
The most distressing feature of this 
theory is not its basis on animal studies, but 
the unsupported assumption that a man 
who loves another man is more feminine 
than one who loves a woman. There is 
simply no convincing evidence that the 
gender identity of a homosexual is, in fact, 
askew. Both the studies of Bieber (1962) 
and Evans (1969) strongly suggest that 
male homosexuals at least have a finn 
identification of themselves as men. 
Biological Theories 
Not all theorists attach as much im-
portance to learning as Kinsey and Bieber. 
Feldman and MacCulloch, for example, 
suggest a possible biological predisposition 
for homosexuality. Biological theories of 
homosexuality as with biological theories 
of other "mental illnesses" have a far older 
history than the psychogenic views which 
have only been popular for the last 100 
years. Apparently Freud was first to 
question the concept of homosexuality as a 
degenerative C.N.S. disease (Bieber, 1962). 
He also suggested the possibility that innate 
factors in the development of homo-
sexuality were important. The interest in 
biological theories likely persists because 
homosexual feelings and behaviour appear 
to be so resistant to change that some kind 
of underlying defect is felt to be man-
datory. 
Homosexuality Viewed by Sociologists 
Unlike the previous theoretical accounts 
which tend to emphasize what happens 
early in life, sociologists concentrate on 
variables operating in adult life. They point 
out that homosexuals, although preferring 
sexual partners of the same sex, are in-
volved in the activities of daily living. 
The behaviourist and psychoanalyst 
search for theories to explain how the 
homosexual became the way he is; 
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sociologists generally accept homosexuality 
per se, believing that a better un-
derstanding of homosexuals is not possible 
without an appreciation of how he or she 
handles the kinds of problems that all 
people face in society and in themselves. In 
a chapter entitled "How American Women 
are Driving American Males to 
Homosexuality", Ellis (1974) theorized 
that men who are primarily interested in a 
sexual outlet may find that the females in 
our society require too much of an in-
vestment for men before they allow any 
sexual involvement, and men may turn to 
other men for a sexual outlet. He believes 
that the fact that homosexual men out-
number lesbians by at least 5:1 supports 
this, and believes that if women were more 
sexually active before marriage, 
homosexuality would be prevented. Much 
of the information provided by sociologists 
fortunately is directed at the myths we hold 
concerning homosexuals. 
The stereotype of the homosexual is 
highly inaccurate. Evans (1969) noted that 
950Jo of male subjects considered them-
selves as moderately or strongly masculine, 
consistent with the Bieber analysts who 
reported only 2% of their homosexual 
patients as markedly effeminate. When 
syndicated sports columns in newspapers 
reported, two years ago, that at least 10% 
of theN .F .L. quarterbacks were gay, it was 
perhaps much closer to the mark. It is 
certainly difficult to imagine a swishy, 
limp-wristed, lisping "fag" directing the 
back field. 
What Makes People Unhappy 
When Gay- Tbe Law 
Looking at the legal aspects of 
homosexuality we find that many Western 
societies have been extremely punitive. The 
Jews of the Old Testament were very in-
tolerant of homosexual behaviour and this 
was reflected in their laws. Leviticus 20: 13 
states: "If a man also lies with mankind, as 
he lieth with a woman, both of them have 
committed an abomination·; they shall 
surely be put to death; their blood shall be 
upon them", and the story of Sodom and 
Gomorrah (Genesis 19:24,25) is certainly 
well-known. Laws affecting Homo-
sexuality were introduced to Christianity 
and have come down to us through both 
Roman law and English church and civil 
law. In medieval England, sodomists were 
tried in the ecclesiastical courts and could, 
according to church law, be burned alive, 
buried alive or put to death by other means 
(Gagnon and Simon, 1973). The death 
penalty for anal intercourse was not 
reduced to a maximum of life im-
prisonment until 1861 and by 1885 mutual 
masturbation had become a misdemeanor 
punishable by two years imprisonment. 
There is little doubt that the original laws, 
along with the stand of the church, against 
homosexuality, rested not only on the 
presumed unnaturalness of the act but also 
on it being separate from the human 
function of procreation, which expanded 
the work force and spread the faith. 
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In Canada there are no specific laws 
against homosexuality. In 1970, the 
Criminal Code was amended, such that any 
sexual act was legal in Canada if performed 
in private by two consenting adults. 
Although the laws apply to everyone, they 
are usually only enforced against 
homosexual acts. "Public" is considered to 
be any place that people can enter either by 
right (eg. parks) or by invitation (eg. bars) 
and/ or constitute more than two in-
dividuals. If a man and a woman were 
found making love in a parked car they 
would likely be told to go home. If the 
couple were the same sex, they would likely 
be charged with gross indecency, lewd and 
lascivious behaviour or even vagrancy. 
What has not changed and what still allows 
police to harass homosexuals are the laws 
against public conduct. 
The Ontario Human Rights Code (1970) 
which lists the basic rights of everyone does 
not include the words "sexual orien-
tation", so homosexuals can rightfully be 
discriminated against in work or in housing 
situations. The Canadian Armed Forces 
and civil service will not hire known 
homosexuals because they are a "security 
risk". Civil law is somewhat vague con-
cerning homosexuality. According to the 
Marriage Act, any two individuals may 
marry under the law, yet it is inferred that 
they be of the opposite sex. There is no 
lower tax bracket for homosexual couples 
and no mother's benefits. 
Homosexual orientation · remains as 
grounds for divorce and the courts still 
look at it as immoral and a poor example 
for children. For a divorced gay, there is 
little chance of gaining custody of children, 
and for a gay couple likely less chance for 
adoption. 
The Immigration Act (1970) still states 
that anyone who enters Canada "for the 
purpose of practising 'homosexualism, 
pimping or prostitution' " is excluded 
entrance, and that anyone who is sub-
sequently discovered to be a "homosexual, 
pimp or prostitute" will be deported. The 
laws do not exist separate from society, 
they are a reflection of the society they 
come from. When society changes, the laws 
change, eventually. 
Gays and Us 
The Gay Liberation Movement started as 
a reaction against the downtrodden legal 
status of homosexuals and the prevailing 
view of some mental health professionals 
that homosexuality was a mental illness. 
Early in the 1970's the Gay Liberati.on 
Movement began a drive to have 
homosexuality dropped from the then 
current DSM-11 of the American 
Psychiatric Association. They argued that 
there was little justification in labelling 
homosexuality as a disorder since there was 
no evidence to indicate greater emotional 
disturbance among male and female 
homosexuals than among heterosexuals. In 
December of 1973 the Board of Trustees of 
the American Psychiatric Association 
substituted for homosexuality a new 
definition and category: Sexual Orientation 
Disturbance. This category was for in-
dividuals whose sexual interests are 
directed primarily toward people of the 
same sex and who are either disturbed by, 
in conflict with or wishing to change their 
sexual orientation. This diagnostic 
category was distinguished from 
homosexuality which by itself does not 
necessarily constitute a psychiatric 
disorder. In May 1974, a majority of 
voting members upheld the decision in a 
referendum (Rowe. 1975). 
With an associate or a patient, we must 
consider that even if his homosexual ac-
tivity is a problem, he may not want advice 
on changing his behaviour pattern but 
simply want to become a better adjusted 
homosexual. I believe that we have a 
commitment to help any individual become 
a better adjusted person if he so desires. 
Homosexuals, like heterosexuals, face 
problems and often need help in dealing 
with them. Only awareness of the types of 
difficulties gays face will help us deal more 
effectively with their problems. 
When a gay is faced with legal action 
which stems from his behaviour, he may 
not only feel angry but guilty for something 
which comes naturally. With an inadequate 
education as to why the rest of society 
reacts the way it does, this may represent a 
rather serious problem. It should be 
realized that most misdemeanors now do 
not result in jail terms (at least for first 
offences); this may not be apparent to a 
younger person and should be clarified. 
The health professional must attempt to 
remain as unbiased as possible in ex-
plaining why society in general finds 
homosexuality difficult to deal with, and 
stress that liberated sexuality generally is 
frowned upon. When dealing with an 
individual's guilt, a knowledge of the 
individual's upbringing, especially con-
cerning sexuality and religion, will prove 
valuable. 
A difficult time for many homosexuals is 
"coming out of the closet". Self ac-
ceptance is a major part of growing and 
often a major hurdle for gay as well as 
straight persons. To accept oneself as a 
valid, worthwhile human being, the myths 
and misconceptions concerning 
homosexuality have to be dealt with. 
Sexual history - talking with adolescents 
should give an indication of the person's 
sexual preferances. As with heterosexuals, 
the individual's feelings surrounding his 
orientation should be dealt with along with 
any misconceptions and myths associated 
with sexuality. Local gay liberation groups 
can often help a homosexual who is 
"coming out", where the heterosexual may 
find it difficult to empathize with the 
person. 
Telling family and friends is usually 
extremely difficult for the gay because of 
the fear of rejection. It is generally the case 
that self-acceptance also makes it easier for 
friends and parents to accept and adjust. 
An abrupt confrontation tends however 
not to work effectively. As health 
professionals, we may frrst be made aware 
of the situation when faced with irate, 
confused, guilty parents who have sud-
denly discovered that an offspring is 
"queer" . Education, needless to say, is in 
order, not an instant referral to a child 
psychiatrist. If parents are accepting of 
their own sexuality, it is often easier to 
answer more of their questions and deal 
with their anxieties. It remains a good idea 
to keep in mind that most Gay Lib 
Movements are willing to talk with parents. 
Once parents and friends know, the in-
dividual is at least free to carry on his 
sexual life without deceit and lies, and can 
be more open about his friends and in-
terests. 
The problem of homosexuals in 
heterosexual marriages is not uncommon, 
although it may at first appear somewhat 
contradictory. Several reasons have been 
offered for why homosexuals get married 
in the first place. Some individuals report 
not realizing their orientation until after 
marriage. Some (especially men) were 
aware of their sexual feelings but hoped 
that being married would change these 
feelings. Others wanted companionship 
and the stability of home and children. 
Fear that social and professional ad-
vancement would be hindered by lack of a 
conventional home-life is often another 
motive. Whatever the reason, these 
marriages tend to be disastrous, and 
counselling may be of little benefit. 
Homosexuals, like heterosexuals, should 
be aware of their motives prior to 
marriage, and be aware of the future that 
marriages on such grounds tend to have. 
Even keeping a gay relationship together 
is difficult because there is no legal cement, 
no social approval and generally no family 
support, which heterosexual relationships 
have tended to have in the past, and there 
are usually no children to add permanence 
to the relationship. The stability of the 
union depends on the strength and com-
mitment of the individuals involved, as it 
should in any relationship. The added 
stress of outside social pressures make 
lasting relationships even more difficult. I 
believe that our role is to provide support 
for such relationships when the op-
portunity avails. Homosexual couples 
should feel free to take full advantage of 
facilities which offer couple and sexual 
therapy. With the change in the Divorce 
Act and the availability of birth control, 
many heterosexual couples operate under 
essentially the same conditions as 
homosexual couples but without the added 
social pressures, and here we have no 
reason to be hesitant about couple 
counselling. 
Summary 
I have made no attempt at producing an 
absolute review of homosexuality; 
evidenced from my blatant exclusion for 
the most part of the female gay. I have 
intended however to paint the picture 
which has coloured my view of 
homosexuality. 
As Kinsey (1948) pointed out, there is a 
continuum between exclusive homo-
sexuality and exclusive heterosexuality. 
From a review of the popular theories, I 
find that the parent-child relationship is an 
important determinant of where a person 
originally starts on this continuum. At the 
one extreme are the types .>f parents 
described by Bieber (1962) and Evans 
(1969), and at the other extreme, the 
parents who raise a totally heterosexual 
child. Between the two extremes are the rest 
of the population. I do not accept that a 
diathesis is necessarily required by 
homosexuality. Our society provides the 
learning experience which essentially forces 
a split in a population of inherent am-
bisexuals toward exclusive forms of sexual 
expression, and punishes those who go the 
wrong way. Our society finds it difficult to 
accept its sexuality, let alone its 
homosexuality, and I doubt that societal 
views wiU change radically or quickly. 
Hopefully the medical profession is 
somewhat less reactionary. We have been 
taught that change and maintaining our 
knowledge base is an integral part of 
practising medicine. Gay is just as good, 
but gays are faced with unique problems 
which we should be aware of and willing to 
deal with. 
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Special Considerations in Cardiac Rehabilitation 
Sexual Relations and the Cardiac Patient 
Sexual activity, is not an easy matter to 
study, as there are physiological, 
psychological and ethical considerations. 
For example, sex cannot be looked upon as 
merely physical activity. The subjects are 
generally in a different body position (lying 
down), they use different muscle groups 
than while walking or cycling, they are not 
in a metabolic steady-state (especially 
during the brief period of orgasm) and they 
may be doing a combination of isotonic 
and isometric work . All these factors make 
it difficult to quantify the physiological 
effects. In addition, autonomic and 
emotional factors tend to accentuate the 
physiological reactions in a variable 
manner. Nevertheless, a close look at the 
available evidence indicates more 
agreement than disagreement about sexual 
activity in general and for patients with 
cardiovascular disease in specific. 
Before detailing the information specific 
to patients with coronary heart disease 
(CHD), a better perspective can be gained 
by looking at the overall population. Since 
CHD patients are most often over the age 
of 40 years, one should also look at the 
general effect of the aging process on 
sexual activity. According to Kinsey et al. 1, 
males have a decreased frequency of sexual 
intercourse with age and an increased 
impotency after the age of 35 years. On the 
other hand, continued sexual activity 
appears to reduce the drop-off in per-
formance in the male. In both sexes, it is 
clear that the demand or "need" for 
orgasm is reduced with advancing agel. 
Psychological aspects. The CHD patient 
must cope with the effect of a com-
promised cardiovascular system. This, plus 
the psychological trauma associated with a 
myocardial infarction (fear, anxiety, 
depression), puts the patient in a very 
dependent state. In addition, Hackett and 
Cossem3 report that post-infarction 
patients have a decreased ego strength, a 
sense of "emasculation" and a feeling of 
fatigue and weakness. All of these 
problems cause patients to doubt their 
ability to do normal physical activity, 
much less to perform sexually "on 
demand". Since many men already have 
hang-ups due to the mythology 
surrounding the penis and its relationship 
to their masculinity, this becomes an 
important question to them. The very 
words "potent" and "impotent" have 
connotations about a person's entire life 
and his ability to cope. If the patient begins 
to worry about impotency, this can create 
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problems by itself. As stated by a con-
sultant on sexuality\ "there is nothing 
more recalcitrant than a recalcitrant 
penis." That is, if the patient thinks he will 
have a problem of impotency, he probably 
will; it thus becomes a self-fulfilling 
prophecy. 
Hellerstein and Friedman5 asked 48 
randomly selected CHD patients about 
their frequency of intercourse at age 25 or 
the first year of marriage, one year prior to 
their myocardial infarction (MI) (age 48.5 
years) and one year post-MI. A group of 43 
normal men considered to be coronary-
prone were asked about their frequency of 
intercourse at age 25 or the first year of 
marriage, upon entering a physical 
reconditioning class (age 42.3 years) and 
approximately one year thereafter. There 
was a drop from 2.1 to 1.6 times /week in 
the period pre- to post- MI. Bloch et aJ.6 
found similar results in a group of 100 
CHD patients from Switzerland (88 men 
and 12 women, average age: 58 years), with 
a reduction in frequency from 1.2 to 0.6 
times/week. 
According to several studies (5•6·7), the 
reasons given for a reduction in sexual 
activity after an MI are primarily of a 
psychological nature: loss of desire, 
depression, fear/anxiety, wife's decision, 
impotence. Interestingly, only one subject 
in one study and none in the other two 
claimed that their reduced activity was due 
to impotence. 
In another study by Dorossiev et al. 8 on 
59 MI patients and 41 patients after heart 
surgery in a sanatorium in Bulgaria, they 
found that up to age 50, about 500Jo of the 
patients had a decreased libido and 
potency. After age 50, this increased to 
95%. In another group of 100 patients, 
only about 20% had normal sexual activity 
post-MI and post-surgery, while 69% 
reported that they had stopped all sexual 
activity because of their disease. While it 
may be argued that one should not group 
surgery and post-MI patients together, the 
results do indicate that sexual troubles are 
frequent in patients with cardiovascular 
disease. 
Physiological aspects. 
The sexual act can be divided into four 
phases: 
1) Arousal (contemplation, libido, erec-
tion) 
2) Intromission-plateau 
3) Orgasm 
4) Resolution 
by J. S. Skinner, Ph.D. 
Assuming that there are no cere-
brovascular problems, no extensive oc-
clusive disease of the iliac arteries and no 
interruption of the nervous connections 
involved, there should be little 
physiological reason for most people to 
have problems with phase No. 1. In one of 
the first studies, Scott9 studied this phase in 
1930 and found that nearly all students had 
an increased systolic blood pressure (SBP) 
after sexual arousal while watching an 
erotic film. Since that time, most studies 
have dealt with the last three phases. 
Studies in the past were done in 
laboratory settings; that is, young men and 
women were left alone in a locked hospital 
room to do their normal routine. However, 
the validity of these studies was 
questionable, since the volunteers had to 
wear nose clips and breath through a 
mouthpiece. With the advent of the por-
table tape recorder, it has been possible to 
eliminate the contrived laboratory setting 
and to substitute the more natural setting 
of the private bedroom. One of the earliest 
studies to use this approach was that of 
Hellerstein and Friedman5• They asked 
their subjects to wear the portable ECG 
tape recorder during their usual activities, 
not mentioning anything about sexual 
activity. Of the 91 subjects monitored, 14 
did engage in sexual activity. The mean 
maximal HR at orgasm was 117 bpm 
(range 90-144) with an average HR of 87 
bpm two minutes before, 101 bpm one 
minute before, 97 bpm one minute after 
and 85 bpm two minutes after orgasm. 
Thus, these data suggest that sexual activity 
done in privacy by a married, middle-aged 
couple does not represent strenuous ac-
tivity. In fact, several subjects had higher 
HR during their regular daily activities. 
In order to get a rough estimate of the 
energy cost of sexual activity in these 
people, Hellerstein and Friedman5 looked 
at the data obtained on the same people 
during exercise tests on a bicycle 
ergometer. At the same HR of 117 bpm 
(maximal HR at orgasm) and 97 bpm 
(average HR for the period two minutes 
before to two minutes after orgasm), the 
subjects had oxygen consumptions of 16 
and 12 ml · kg·1 • min·1or 4.5 and 3.4 
METS, respectively. One MET is a 
multiple of the resting metabolism or the 
amount of oxygen consumed at rest 
(generally estimated to be 3.5 ml · kg·1 • 
min-1). 
Nemec et al. used a portable ECG tape 
recorder and an automatic ultrasonic 
recorder to study the HR and blood 
pressure (BP) response of ten males (24-40 
years of age) during four episodes of sexual 
intercourse with their wives. Two sessions 
were with the male-on-top (MOT) and two 
sessions were with male-on-bottom (MOB). 
This was done because many physicians 
had been counselling their cardiac patients 
to assume a more passive position to avoid 
over-exertion; the MOB position was one 
of those passive positions suggested. 
Studies showed there was essentially no 
difference in HR, SBP or DBP at the 
various phases of intercourse and the HR 
of 117 and 114 are very similar to those 
found by Hellerstein and Friedman5. An 
average BP of about 162179 at orgasm is 
also less than usually reported. 
Looking at all the studies on middle-aged 
men, with or without an MI, it is obvious 
that peak HR rarely exceeds 130-140 bpm. 
Although the SBP during intercourse may 
be somewhat higher than that obtained at 
comparable HR on a treadmill, bicycle or 
stair-climbing test12, the relatively short 
period of peak intensity suggests that 
sexual intercourse in this group of men is 
not a strenuous activity. Unfortunately, 
little information is available on the 
reactions of women of this age (especially 
if they have had an MI). Nevertheless, the 
HR during coitus recorded in the few 
studies on younger women is not very 
different from that of their partners. Thus, 
it is probable that women have similar 
physiological responses, the difference 
being that women are multi-orgasmic and 
can obtain sexual pleasure without needing 
to have an erection. 
Medical aspects. Since for most couples 
in a long-standing marriage the average 
frequency of intercourse is less than twice 
per week, its mean duration is 5-20 minutes 
(the period of significantly increased HR is 
less than 5-10 minutes) and its intensity 
(peak and average) is moderate, it would 
not appear to be a major medical problem. 
On the other hand, if there is something 
innately wrong with the activity, per se, 
then this should be reflected in data on 
morbidity and mortality. Again, there 
appears to be little factual data. 
The one study most often cited is that of 
Ueno13 • He reported on 5,559 sudden 
deaths in Japan, of which 34 (0.6o/o) were 
associated with coitus. Eighteen deaths 
(0.3%) were related to cardiovascular 
disease. Upon closer examination, he noted 
that: 1) 27 of the 34 death (80o/o) were 
associated with extra-marital sexual ac-
tivity; 2) there were no deaths of women or 
of men over 60 years of age; 3) most of the 
men were 40-50 years old and at least 20 
years older than their partners; and 4) they 
had been eating rich food and drinking 
alcohol beforehand. It is probable that 
even this low incidence of death related to 
coitus is still too high in relation to deaths 
at home with a spouse. The combination of 
being away from home with a younger 
woman, having possibly too much to eat 
and drink, plus the psychological problems 
of guilt, fear of impotence and fear of 
being caught may have been too much 
stress for these men. 
Although Ueno13 reported more deaths 
related to extra-marital sex, according to 
Scheingold and Wagner14 the real issue is 
not the legality of the situation but the 
familiarity of the partner and the setting. 
When someone has intercourse with a new 
partner, the increases in HR, BP, etc. are 
greater. This would be the same if a person 
resumed sexual activity with his/her spouse 
after a long period of abstinence. On the 
other hand, a man having sexual in-
tercourse with his mistress of many years 
may have no difficulty. Thus a patient with 
cardiovascular limitations who undertakes 
a sexual relationship with a new person 
should be told of the increased risks. Even 
in the extra-marital situation, however, it 
should be remembered that the risk of 
cardiac problems is still small. 
Related to this problem of risk during 
physical activity, Rochnis and Blackburn15 
report that the death rate associated with 
exercise testing is about one per 10,000 
tests. During these tests the intensity and 
duration of activity is usually much greater 
than that found during intercourse. 
Therefore, sexual intercourse does not 
appear to be a very high risk activity for the 
majority of the population. 
Nevertheless, for a segment of the 
population of post-MI patients, especially 
males, sexual intercourse may represent an 
activity which exceeds their limited 
tolerance. As a result, they may have coital 
or post-coital angina, fatigue or 
arrhythmias. 
In a study of the sexual activity of post-
MI patients, Kavanagh and Sh~phard7 
report that angina was noted in 12.4% of 
the patients during intercourse, compared 
to 36% of the patients during a bicycle 
ergometer test in the laboratory at a HR of 
140 bpm. The incidence of premature 
ventricular contractions and dysrhythmia 
was 3.7% and 4.60fo, respectively. This 
again suggests that the intensity of sexual 
activity is neither strenuous nor con-
traindicated for the majority of CHD 
patients who are able to join a physical 
reconditioning program, such as the one 
provided by the authors. For those few 
who do develop angina or arrhythmias, 
proper prophylactic and therapeutic use of 
nitroglycerin, standard cardiac drugs and 
perhaps tranquilizers is recommended17• 
According to the data presented on 
married, middle-aged couples, sexual 
intercourse requires an energy expenditure 
of about 3-4 METS pre- and post-orgasm 
and 4-5 METS during the brief period of 
orgasm. In order to know whether a patient 
can exercise safely at this intensity, he /she 
should be given an exercise tolerance test 
on a treadmill, bicycle ergometer or step 
test. Assuming that the patient can perform 
safely at levels as high as 5-6 METS 
(NYHA functional class Il,)1, there should 
be little problem. If he/ she has a functional 
capacity greater than or equal to 7 METS 
(Class I), there should be little or no 
hesitation on the physician's part. If the 
patient still reports problems, however, 
then the physician should look more 
carefully for non-physical reasons. For 
patients in functional class III and IV, 
sexual activity can and usually will be 
limited by a severely diseased myocardium. 
Patients with severe myocardial in-
sufficiency or congestive failure can't do 
other things anyway and will probably be 
less interested in having sexual relations. 
By performing exercise tolerance tests, 
the physician not only has a better idea of 
the functional capacity of the patient and 
how he/she responds to a known amount 
of work, but the patient receives a better 
idea of his/her capacity to function 
physically and sexually. Stein18 found that 
patients counseled on the basis of a medical 
examination and an exercise test resumed 
sexual activity at an earlier date after the 
MI than did a control group. Better 
counseling can also be given to the patient 
who complains of angina, palpitations or 
tachycardia during or after coitus through 
the use of a portable ECG tape recorder. 
At the time of the discussions with the 
patient, the physician should not forget to 
include the spouse. Since they also have 
fears and anxieties about resuming sexual 
activity, they need to be counseled as well. 
One thing to consider is the pattern of 
sexual activity before the MI. That is, if it 
was not too good before, an MI is certainly 
not going to help the situation. Most 
couples need to be told what to expect and 
how to manage various situations which 
may arise. 
In the study by Hellerstein and Fried-
man5, most subjects reported little change 
in frequency or quality of intercourse after 
an exercise program. On the other hand, 
67% of the initially symptomatic subjects 
had few or no symptoms during intercourse 
after reconditioning. In the study men-
tioned earlier by Stein11 , there was a 
significant reduction in peak coital HR 
from 127 to 120 bpm in the trained group, 
while the control group remained at 128 
bpm. This would lower the myocardial 
oxygen demands that make coitus even 
safer and more enjoyable for the CHD pa-
tient. Therefore, it would be wise for the 
physician to suggest to his patients that 
they begin to increase their functional 
capacity with a properly supervised and 
controlled rehabilitative exercise program. 
In the study done by Hellerstein and 
Friedman6, the subjects improved their 
self-image during the time of the training 
program. Other studies have shown less 
depression in post-MI patients after 
reconditioning3• Considering the im-
portance of the psychological effects of an 
MI on sexuality, self-image, ego-strength, 
fatigue, and helplessness mentioned earlier 
in this paper, the positive effects of 
physical training should be emphasized to 
the physician and the patient. 
Any discussion of the medical aspects of 
sexual activity for CHD patients would be 
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incomplete without some mention of the 
medications that are prescribed for many 
of them. It appears that many drugs have 
secondary effects which may influence 
sexual activity. Among some of them that 
have been reported to reduce libido, in-
crease impotency and I or diminish 
ejaculation in the male or to affect libido in 
the female are the following: digitalis, B-
Blockers, anti-depressants, some hypnotics 
and tranquilizers, alcohol and several anti-
hypertensive drugs (especially 
guanethidine, reserpine, methyldopa and 
spironolactone)16•19•20• 
Most patients with hypertension who can 
tolerate average doses of the commonly 
used anti-hypertensive agents will not have 
any special difficulty with impotence21• 
One special consideration for these 
patients (as well as for CHD patients) is the 
need to avoid isometric muscle con-
tractions during sexual intercourse, e.g., 
during periods of vigorous pelvic thrusting. 
Concluding remarks. In the preceding 
review, it has been repeatedly stated that 
sexual activity, at least as practised by the 
majority of middle-aged and older men and 
women, is not a major problem in terms of 
increased risk of morbidity or mortality 
from cardiovascular disease. Except for 
those patients who are limited by the 
severity of their disease to low-intensity 
activities, most patients should be able to 
perform sexually. The psychological and 
emotional effects of an MI seem to be more 
important than the physiological effects in 
many patients. While this does not reduce 
the problem for that patient, it does point 
out the need for short-term psycho-
therapy22 and counseling by the physician. 
In summary, after a myocardial in-
farction sexual activity may be resumed in 
about the same way as other types of 
physical activity, namely, gradually and 
carefully. That is, the return to work or to 
sexual activity is related to the presence or 
absence of symptoms. If the patient 
monitors himself/ herself to avoid symp-
toms or problems (this assumes that he /she 
has been told what to expect and how to 
handle each situation), then physiologically 
there is little reason for the physician to 
prohibit sexual activity for most patients. 
Thus, the patient and his / her spouse 
should be able to continue having normal 
sexual relations. 
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Sex and the Physician 
When Bruce Edington rust asked me to 
write a letter on 'Sex and the Physician', I 
was puzzled. It was like trying to write 
about things that never go together, for 
example, mustard and donuts or military 
intelligence. Mter long deliberation, I have 
developed a brilliant analogy between sex 
and medical training, which, though ex-
ceedingly silly, follows. 
For the medical student, learning about 
sex goes hand in hand with learning about 
medicine. The rust task is to become 
familiar with the basic science i.e. the 
anatomy, the physiology, the biochemistry. 
Biophysics will be required in some cases 
and epidemiology in others. This, of 
course, can be taken to extremes. For 
instance, it is not necessary to know about 
the various impermeable polymers used in 
the manufacture of rubber(s) to know 
about sex. Nor does one need to be familiar 
with current flow dynamic models of 
hydraulics. Indeed this sort of training is 
probably responsible for the distorted 
sexual behaviour of the engineering 
student. 
To keep the whole thing interesting, of 
course, one needs to include some clinical 
study. As in medicine, when one learns 
about sex, one realizes that the most im-
portant elements are the history and the 
physical. Each requires practice. As in a 
medical history, recognition of subtle cues 
is important in working up to a diagnosis. 
This is an area of great difficulty for many 
medical students. Cues may be misin-
terpreted or altogether missed. The tragedy 
of the first year medical student, more 
often than not, is a mistaken belief in the 
idea that a medical student is some sort of 
'sexual commodity' , relentlessly sought 
after by nurses, rehab students, and any 
other female within olfactory distance. 
This self-righteous student expects to be 
molested and pursued by underwear-clad 
females in quiet corners of the Medical 
Sciences building. This theory is perhaps 
less applicable to female medical students 
in that there are fewer underwear-clad male 
nursing students available to chase them 
about. The discovery that the women (or 
men) do not find it necessary to resort to 
such means is a profound disappointment 
to the young medical student. 
The medical student realizes sooner or 
later that instead of being a 'sexual 
commodity' he may indeed be a 'sexual 
liability'. Nights on call have a way of 
driving girlfriends (or boyfriends) to ex-
tremes of frustration and despair. At this 
point they might turn to alcohol or drugs, 
or even worse, they may consider taking 
out a law or dental student. These excessive 
responses, however, are fortunately rare. 
Internists and surgeons represent the 
opposite ends of a spectrum of physicians. 
Similarly, there is a wide spectrum of 
sexual behaviour seen in doctors. On the 
one end is the 'wham-bam-thank-you-
mam' approach. On the other end, the 
student may consider in detail the extent 
and frequency of his arousal patterns, 
including those of this partner, as well as 
the mechanisms involved. 
Physicians are often accused of being too 
busy for sex. However, many medical 
students have successfully adapted their 
courting behaviour to their work schedule. 
For this reason, medical libraries, once 
renowned for being institutions of learn-
ing, have degenerated into playgrounds for 
by Doug Zochodne 
medical mating types. For example, it is 
estimated that in the UWO Health Sciences 
Library alone, there is more reproductive 
behaviour among the students than the 
three Xerox machines put together. 
Perhaps the inflationary price hike for 
photo copying (10¢/copy) is responsible. 
Getting back to our silly analogy, the 
physical examination is of paramount 
importance in both medicine and sex. 
Always begin with inspection. Percussion 
can be omitted or deferred, although some 
more vigorous students might argue this 
point. Palpation is next performed. 
Remember "if you don't put your rmger in 
it you put your foot in it" (from 'Rectal 
Exams and the Diagnosis of GI 
Malignancy', UWO Pathology lectures, 
Meds II). Auscultation may be replaced 
here by fornication. If, at the end of the 
physical exam, the diagnosis is in hand, a 
problem list is not necessary, although your 
partner may list one for you and demand 
the necessary laboratory workup. 
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Reprinted from the London and District Academy of Medicine Newsletter 
Physician Heal Thyself, and Thy Family 
I would like to start this editorial by 
reproducing verbatim the following article 
by Dr. Herbert Ratner. 
The medical degree is not a tattoo which 
for life marks each who receives it as an 
honored member of the honored 
profession of medicine. Rather, each day 
with each patient we doctors have to earn 
our right anew to the title of physician: one 
who strives to serve the sick not as 
technologist, but out of selfless compassion 
for another human being; and not for the 
sake of a fee, but out of love for the noble 
art of medicine of which we are 
representatives. 
Likewise, the marriage ceremony, even 
when sacramentalized, does not 
automatically make one a good spouse. 
Each day becomes a test case as well as an 
opportunity to walk that extra mile that 
converts the self-centered into the other-
centered, that brings happiness and 
security to the receiver, and a real and 
abiding joy to the giver. Similarly, with 
children, one does not automatically 
deserve to be called 'father' or 'mother' by 
virtue of biologic parenthood. The love of 
the child is obtained not by mere talk, but 
by time-consuming acts. Love thrives on 
'presentee-ism' not absenteeism. "Let us 
love, not in word nor in tongue, but in deed 
and in truth. " (I John iii, 18) And, as we 
persevere in loving ourselves, we must 
persevere in loving others. 
The Hippocratic Oath obligates the taker 
"to keep pure and holy both his life and his 
art" and concludes that, "If (he carry) out 
this oath, and break it not, may (he) gain 
forever reputation among all men for (his) 
life and for (his) art." In Law 1, Hip-
pocrates, realist that he was, observes that 
" (Men not wounded by dishonour) are 
very like the supernumeraries in tragedies. 
Just as these have the appearance, dress 
and mask of an actor without being actors, 
so too with physicians; many are 
physicians by repute, very few are such in 
reality." And so, too, with spouses and 
parents. 
Physicians have the erroneous belief that 
their priority is their patients, not their 
families. If this were so, our profession 
would call for celibacy as does the 
priesthood. Only occasionally does the 
priority of patients override family 
obligations. Nevertheless, the family often 
loses; opportunities for escape are legion 
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and seductive. We dally a lot at the 
hospital, at the office, at meetings and 
elsewhere. We tend to evade and even fight 
family. By joining our families, however, 
we can reap enormous, lifelong rewards, 
rewards we will not know if we ignore our 
options: to lovingly imprint ourselves on 
our children during their early years rather 
than to be viewed as disinterested, episodic 
boarders; to joyfully capitalize during their 
pre-adolescent years on being the only men 
in our daughters' lives, or the only women 
in our sons' lives, establishing a parent-
filial romance that will not fade away; to 
become exemplars to our young sons and 
daughters of what a man or woman, what a 
father or mother should be - by far, the 
best heritage we can give them. 
Perhaps we physicians would be better 
off if we had our coronaries and cancers 
earlier in life rather than later so that we 
could begin early to sift out the trivia from 
the important. Under the shadow of a 
limited life span, we might temper our ego 
needs and excessive ambition drives, and 
our pursuit of material possessions ab-
normally stimulated by the economic 
drought associated with a lengthy 
education and training material 
possessions which we bestow on our 
families in place of ourselves. With rare 
exception, we physicians will end up with 
more money than is good for either our-
selves or our families, accumulated at the 
price of an excessive expenditure of time, 
time better devoted to the family. Despite 
all of their apparent advantages, doctors' 
children, by and large, are not superior to 
others and, too frequently, are inferior in 
adult attainments; and doctors ' spouses, 
unfortunately, are too frequently widowed 
before the actual event. 
Ultimately, the inescapable fact is that 
we are mortal; that a terminal illness and 
the vigil of the deathbed is only tolerable 
and only capable of conversion into life's 
last rich experience if we have led worthy 
lives as physicians, as spouses, and as 
parents. The solace of dying is in the 
remembrance of a dedicated professional 
life and of grateful patients, in the presence 
of close ones who love us. Every thing else 
withers by comparison. 
Whatever the past, it is never too late to 
take new bearings. 
(Reprinted with permission from Linacre 
Quarterly, Vol. 44, August, 1977, pp. 
by L. L. DeVeber, M.D. 
195-6. 850 Elm Grove Road, Elm Grove, 
Wisconsin 53122. Subscription rate, $8 per 
year, $2 per single issue.) 
Dr. Ratner's remarks on medical 
marriages speak for themselves. I will 
attempt to say something about physicians' 
stress and mental health based on Dr. 
Vincent's experience and Dr. Shortt's 
article, and some personal observations. 
Looking back I suppose this started years 
ago with the not surprising realization that 
physicians were not the all-powerful and 
invincible individuals we had hoped during 
the early days of training practice, etc., 
particularly in handling stress and family 
problems. This vague susp1c1on was 
sharply intensified when I heard Dr. Merv 
Vincent speak on the subject, firstly at a 
National Symposium on Palliative Care 
about a year ago and subsequently to the 
U.W.O. First and Second Year Medicine 
and Society classes. (References I, 2 and 3 
reflect Dr. Vincent's extensive experience 
with physicians and families at the 
Homewood Sanatorium at Guelph.) Now, 
with perfect timing for my purposes, an 
excellent comprehensive review has ap-
peared in the C.M.A.J. written by one of 
our more recent and more literate 
graduates, Sam Shortt (Reference 4). 
Most of the physicians that I have 
spoken to in recent years feel that there has 
been a disturbing upward trend in medical 
marriage mortality in our community, 
perhaps even more so among our recent 
graduates. (Sorry, no statistics!) In my 
somewhat superficial view of the main 
etiological factors, one sees both prac-
tically and in the literature, an all too 
frequent combination of: 1) personality 
traits leading to successful entrance to 
medical school but less successful 
management of personal mental health and 
family problems; 2) an idealistic but 
unrealistic role model of what the public 
expects of us; 3) the repeated litany in the 
popular and medical press of increasing 
stresses and strains on both individuals and 
families and our society, particularly at the 
professional level. 
The diagnosis of mental or marital 
problems is predictably delayed, as we 
already see with the physical problems in 
doctors and their families , and the 
treatment is often ineffective and 
inadequate compared to what a non-
medical patient might expect from us. 
Although we may be an over-specialized 
medical society I think that this is the place 
for a specialist with a background of ex-
perience, who can treat a doctor as a 
patient and not as a colleague. (A certain 
degree of anonymity as in Homewood or 
other out of town institutions may also be 
necessary.) 
The prognosis is encouraging with the 
possibility of up to 75 per cent satisfactory 
rehabilitation with adequate counselling. • 
The question of prevention would be the 
obvious, if not difficult, answer as with all 
medical problems. At least we can say that 
our recent U.W.O. graduates have bad a 
small sensitizing dose from Dr. Waring and 
recently Dr. Vincent, with a very positive 
impact from what I can gather. However, 
obviously more is required at the post-
graduate and practice level, which we find 
very little evidence of. One very practical 
resource, which my wife and I experienced, 
are Marriage Encounter weekends. We 
were most impressed with this and were 
reminded of how little time our society as a 
whole invests in trying to look objectively 
at family life compared to other so called 
"investments" that preoccupy us. 
It should be obvious that physicians and 
their families are a very special, and im-
portant group in our society and that their 
mental health problems in particular 
should receive at least the same attention as 
any other group in society. As I see it, this 
is not happening. 
In conclusion I will use the usual cop-out 
of not having too many answers but hoping 
to raise some important questions. While 
apologizing for writing this in haste (with 
the echoes "so what else is new" in the 
background) I would like to end on a 
positive note, showing that in a small way I 
am prepared to put my money and time 
where my pen and mouth is: with the 
encouragement and support of my family 
and my wife (who by the way helped me 
write this), I am leaving on a week's 
hunting trip in Manitoba and hope that 
Grace and the editors can make some sense 
out of this. 
A concerned physician, husband and 
father. 
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The Sex Therapy Clinic 
A New Service 
In April, 1978, the Human Sexuality 
Clinic was established at Victoria Hospital 
and housed in the Department of 
Psychiatry. Dr. James Silcox of the 
Department of Obstetrics and Gynecology 
co-operated in establishing the Clinic and 
providing valuable services to its func-
tioning. To date, the Clinic has been held 
one half day a week and 70 couples and 4 
individuals have been treated. 
There are few resources in Southwestern 
Ontario to help individuals and couples 
with problems in human sexuality. While 
there have been professionals who gave 
some clinical treatment in this area at 
various levels of expertise, it was important 
to have a group to co-ordinate and develop 
resources and carry out research and 
education. This could best develop with a 
strong nucleus of clinical service. It was felt 
that it was extremely important to have a 
separate clinic for sexual dysfunctions 
because of the growing awareness and 
knowledge about the problems in this area. 
There were splinter groups throughout 
Southwestern Ontario, some of 
questionable repute, but there had been no 
co-ordinated effort. 
There were several objectives of this 
clinical service. Direct clinical services 
would be provided at first by Dr. Silcox 
and the author, with the co-operation of 
several consultants. During the early phase, 
efforts would be made to investigate 
different methods of therapy and to co-
ordinate skills. Indirect clinical service 
could be provided to patients through 
supervision of direct services. Therapists 
from within the Department of Psychiatry 
and the Department of Obstetrics and 
Gynecology could have an opportunity to 
learn about sex therapy by providing direct 
services to patients and by being involved 
in group supervision with fellow 
professionals. The group would be 
multidisciplinarian. Finally, consultation 
services would be made available to those 
who wished to use this resource. The 
consultations could involve the primary 
care professionals in the initial assessment 
of the patient and / or the patient is 
discussed with the primary care 
professional. These consultations would be 
available to community physicians, faculty 
staff men, and other professionals who are 
called on by patients for sexual counselling. 
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The population served was made up of 
individuals and couples with sexual 
problems who were seen by referral only. 
Frequently, problems were linked to many 
surgical procedures, eg. hysterectomy, 
radical mastectomy, prostatectomy, or any 
bodily insult interfering with an in-
dividual's sexual identity and self esteem. 
Sexual concerns frequently complicate 
family planning. Furthermore, it was felt 
that any individual from adolescence to old 
age could reach intolerable levels of anxiety 
because of sexual fears, self doubt, 
misinformation and negative attitudes. 
These populations were serviced by the 
Clinic on request. 
It has been noted that sexual 
dissatisfaction is the third most common 
complaint which is presented to the marital 
therapist. Other presenting complaints, 
such as financial problems, in-law 
problems, instability, etc., are diluted when 
the sexual relationship improves. This is 
frequently ignored or poorly handled by 
the inexperienced counsellor. 
Surrogate partners have not been utilized 
by this service because it is our philosophy 
that successful therapy would enable an 
individual to find his own partner. Fur-
thermore, individuals requesting radical 
surgical procedures were not serviced, but 
referred elsewhere. For example, trans-
sexuals have been directed to the Clarke 
Institute of Psychiatry in Toronto where 
there is a well developed service. Fur-
thermore, this unit did not treat individuals 
with sexual deviations of a criminal nature, 
such as pedophiliacs. They are best treated 
in a structured behaviour modification 
program and usually require a period of 
hospitalization or incarceration. 
During the year and a half since the 
Clinic has been in operation, there has been 
a classification of the problems which have 
been presented by the referring physician. 
Inhibition of sexual desire in one partner is 
increasing as a concern because it may 
disrupt a relationship, particularly if one 
partner feels rejected. Other presenting 
problems were impotence, premature 
ejaculation and retarded ejaculation in the 
male. The female has been presented as 
suffering from inhibition of orgasmic 
response, vaginismus, and dysparunia. 
Every precaution has been taken to 
prevent notoriety arising from this service. 
by Lila Russell, M.S. W. 
The Hospital's legal advisor could be 
consulted if and when ethical questions do 
emerge. Thus far this has not happened. 
A research project has been carried on 
under the direction of Dr. Gary Weisz who 
assigned a Psychology interne to the Clinic. 
The goal of this research has been to 
evaluate the effectiveness of the sex therapy 
clinic and a report will be forthcoming. It is 
possible to state at this time that patients 
have derived considerable benefits from the 
therapy which was provided and have 
reported that their lives have been 
enhanced at many different levels, in 
addition to the sexual relationship. 
In summary, the Human Sexuality Clinic 
has produced a strong core of clinical 
services to individuals and couples con-
cerned about their relationships. During 
the next two years it is hoped that the other 
objectives will be met in providing indirect 
clinical services through supervision and 
that professionals will begin to make use of 
consultation services. Furthermore, it is 
hoped that courses in Human Sexuality will 
be introduced at an undergraduate level in 
the Department of Medicine. There are 
beginning efforts in this regard and these 
remain to be formalized. 
Medical Elective in South Africa 
The 4th year medical elective offers an 
excellent opportunity to expand one's 
horizons. It provides the student with the 
chance to study for a period of 12 weeks in 
the specialty and location of his or her 
choosing. The final year of school is an 
ideal time for such a venture; weaknesses 
can be rectified and interests can be 
stimulated. Preferably the location chosen 
for the elective should provide a 
stimulating professional environment, but 
more importantly it should be conducive to 
the enhancement of general learning ex-
perience. A place which meets these two 
criteria can be most enjoyable. 
One location which, in my opinion, 
satisfies these requirements is Johan-
nesburg, South Africa. The Republic of 
South Africa has been in the spotlight of 
world affairs for some time now, prin-
cipally as a result of the self-admitted racist 
policies of that country's government, 
reflected in apartheid. The racist nature of 
the country's political structure has led to 
its isolation from the mainstream of in-
ternational affairs, and as a result, many 
North Americans have only a limited 
conception of this country. Few of us 
travel to South Africa, and few South 
Africans venture to Canada. Most of us 
depend on the media for information about 
South Africa, and in many cases the image 
we receive of that country is sadly 
distorted . 
My elective was arranged by the 
University of Witwatersrand, the largest 
English-speaking university in South 
Africa. The institution is located within the 
city of Johannesburg and possesses a large 
medical school; each year over 250 students 
graduate from this faculty. 
Johannesburg is a modern city of over 2 
million people. It is located at an altitude 
of about 5,000 ft. above sea level, in the 
province of the Transvaal. Johannesburg is 
also known as the city of gold; 750Jo of the 
world's gold production is from the area 
surrounding the city. The impressive 
skyline reflects the magnitude of the 
world's economic dependence on gold; the 
growing prosperity of the business com-
munity closely parallels the soaring price of 
bullion. 
Apartheid policy dictates separate 
residential areas for the different races. 
Only Europeans may reside within the city 
of Johannesburg. Asians, coloureds and 
blacks must live in surrounding townships 
and commute into the city, where most of 
them are employed. By far the largest of 
the townships is the South Western 
Township of Soweto as it is popularly 
known. This area is strictly for blacks and 
is situated about 20 km from the centre of 
the city. The official census states that 
800,000 blacks make their home in Soweto. 
This is a gross understatement; when all the 
"illegals", "transients" and "unregis-
tereds" are counted, the population ap-
proaches 2 million. 
Soweto has its roots in the early part of 
the 20th century when blacks from the 
surrounding areas began to appear for 
work in the gold mines. These migrant 
workers often stayed on, and sometimes 
they were joined by their families. This 
massive influx of people into a relatively 
small area led to deplorable living con-
ditions, culminating in the emergence of 
shanty towns. Although these were 
demolished not too long ago, Soweto 
continues to be a mammoth urban slum. 
Two million people simply cannot live in 
120,000 houses, most of which are not yet 
equipped with electricity, and most of 
which contain not more than 2 or 3 small 
rooms. 
To the casual visitor, the sight of the vast 
expanse of Soweto is an unforgettable 
experience. Countless rows of these 
government owned houses spreading in all 
directions to the horizon, punctuated only 
by the deep red dirt roads so characteristic 
of the area. There is always a smog over 
Soweto, and heating and cooking is done 
with open fire. In the summer heat, the 
sun's rays distort these images, creating a 
vast undulating view of the settlement. 
Just as most areas of life are segregated, 
so is the health care system. Hospitals are 
designated as European and non-
European. Soweto is served by a number of 
clinics which serve as primary health care 
facilities, and by the Baragwanath 
Hospital complex, an all-black hospital 
which deals with all the health care needs of 
Soweto. 
Baragwanath is the largest hospital in the 
southern Hemisphere. Officially it has 
2,800 beds, in fact it is always over-
crowded. Baragwanath is actually the 
centre of a complex which includes the St. 
John's Eye Hospital and the South African 
National TB Association or S.A.N.T.A. 
The hospital lies directly across the street 
from Soweto, or, more correctly, has been 
by A. Lata 
artificially excluded from the bounds of the 
township. Soweto surrounds the hospital 
grounds on 3 sides and entry into Soweto is 
restricted to permit-holders only. This 
situation facilitates commuting of the white 
medical staff to the city. 
The hospital is contained by a wall which 
encircles its grounds. "Bara" was 
originally a military hospital, consequently 
it is composed of approximately 200 
separate buildings, about one-half of which 
are active patient treatment wards. A 
laboratory building, recreation complex, 
stores, doctors' and nurses' residences, a 
nursing school and administration 
buildings comprise the remainder. The 
wards are connected by covered, open-air 
walkways and separated by grassy areas. 
To walk from one diagonal corner of the 
compound to the other requires about 15 
minutes. 
Entrance to the hospital is through one 
gate only. It resembles more "Checkpoint 
Charlie" than it does the traditional 
hospital doors. The gate is manned by 
members of a giant security force which is 
employed by the hospital. All visitors and 
staff must display a security pass while on 
the hospital grounds. These tight security 
measures stem from the 1976 Soweto riots 
and from the earlier times of gang warfare 
in the township, when patients were 
dragged from the emergency department 
while still being attended by doctors and 
killed by hostile gangs. Despite the con-
stant reminders of being situated across the 
street from one of the most violent urban 
societies in existence, the hospital and its 
staff maintain an atmosphere of unhurried 
calm. 
Baragwanath is a huge operation. In 
1978, the hospital treated over 1.3 million 
outpatient and emergency cases; employed 
over 7,000 salaried workers and nearly 500 
doctors; was involved in 30,000 obstetrical 
deliveries and treated over 83,000 in-
patients. Baragwanath is also a major 
teaching centre for the University of 
Witwatersrand. The quality of the specialty 
programs is emphasized by the IOOOJo pass 
rate for the medical fellowship candidates 
this past year. No other hospital in the 
Republic has even come close to this 
accomplishment. 
Baragwanath is heavily subsidized by the 
government. A patient pays the equivalent 
of $1.30 for treatment at the hospital . This 
is a standard fee, whether the patient 
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requires nothing more than reassurance, or 
whether major surgical intervention is 
needed. There are none of the shortages of 
drugs, medical equipment and expertise 
that plague the rest of the continent. 
Obviously, the incredible patient load 
dictates that medical practice be somewhat 
different from ours. We do not allow 
patients to walk around outside with IV 
bags on their heads; we shudder at the 
thought of psychiatric patients in a general 
medicine ward and we certainly would 
shake our heads in disgust at patients who 
head straight for the store for beer and 
cigarettes as soon as they can walk. But 
when one accepts the differences between 
our society and theirs, when one realizes 
the magnitude of the health care problems 
in Soweto, one must conclude that 
Baragwanath does a good job. 
The majority of my elective time was 
spent in the department of Medicine. The 
organization is such that the department is 
divided into 5 teams or firms, each under 
the direction of a full-time teaching 
professor. Each firm is responsible for 2 
wards, these are all general medicine. 
Subspecialty wards can be consulted when 
required. 
On a busy night, medical intake can 
number 100 admissions. The seriousness of 
the medical problems seen by the depart-
ment can be emphasized by the fact that 
over 960Jo of the patients assessed by 
Medicine require admission. Many patients 
are in extremely poor condition on arrival 
at hospital. This is understandable because 
there are too few primary health care 
facilities in Soweto to meet the needs of an 
immense population with a staggering 
morbidity rate. Maybe even more im-
portant is the widespread existence of the 
witch-doctor or Sangoma in Soweto. Most 
blacks will seek the aid of the Sangoma 
before they call on the "white-doctors 
hospital" . Unfortunately, many of these 
witch-doctors do more harm than help. 
Often the potions and remedies they 
employ are dangerous, one common 
example of this is the precipitation of renal 
failure secondary to tubular recrosis after 
ingestion of a "medication". Many 
patients are threatened not to seek advice at 
Baragwanath. Soweto has one foot in 
urban society and the other in tribal 
customs and superstition. One patient I 
saw came to Baragwanath for a doctor's 
note stating that he was unable to work 
because of his leg. Examination revealed a 
grossly gangrenous leg being effectively 
debrided by maggots. Apparently his leg 
had been in such a state for nearly a year. 
When asked why he hadn't come to 
hospital much earlier, he looked surprised 
and said it didn't hurt! 
Diseases associated with overcrowding 
and Jess than adequate living conditions are 
rampant in Soweto. A majority of medical 
inpatients show X-ray changes of tuber-
culosis. The incidence of rheumatic heart 
disease is reputedly the highest in the 
world. Deficiency syndromes such as 
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pellagra, beri-beri, scurvy and kwashiorkor 
are seen regularly. As in our society, 
hypertension is a major killer. Compliance 
and early diagnosis are poor, consequently 
acute hypertensive crises and cardiac 
failure secondary to high blood pressure 
are frequent causes of death. Alcohol 
related problems form a large part of the 
medical load; ethanol abuse is epidemic. 
Alcoholic hepatitis, cirrhosis and pan-
creatitis are all very common.. An ad-
ditional problem which is seen in drinkers 
is that of iron overload and hemosiderosis. 
The so-called " Bantu Beer" is popular 
among Sowetans. This is a sort of beer 
which more resembles porridge than our 
traditional brew. It has a low alcohol 
content, is fortified with vitamins by the 
local government, but possesses a large 
iron load and apparently a substance which 
increases intestinal absorption of iron. 
An interesting observation can be made 
at Baragwanath regarding the "diseases of 
civilization", gout, peptic ulceration and 
coronary artery disease. The incidence of 
all these ailments has always been far lower 
in the Soweto population than in North 
America, or in the white South African 
population for that matter. An interesting 
trend is emerging, however; while in the 
1960's for instance, less than one 
myocardial infarction per year was 
diagnosed at Bara, in 1978, more than a 
dozen infarctions were seen. The incidence 
of gout and peptic ulcer disease is also 
increasing among Sowetans. These patients 
are almost exclusively among the small 
middle class of blacks seen at the hospital. 
It is inevitable that as more and more of 
these people break the barrier to a more 
prosperous life, the incidence of these 
ailments will sky-rocket in Soweto. 
Despite the near epidemic proportions of 
many medical diseases, the major cause of 
morbidity in Soweto is violence. Soweto is 
an incredibly violent society. In 1978, there 
were 4, 700 reported killings, thousands of 
stabbings, assaults and rapes. Presumably 
there are many more crimes that are never 
reported. A bad week will see 100 murders 
committed. Soweto is a mixture of tribes; 
Zulu, Xhosa, Tswana, Swazi, Sotho and 
others, and these peoples unfortunately do 
not co-exist in peace. Knives are used as we 
use words in a disagrement. Across the 
street at Baragwanath, the emergency or 
casualty department must deal with those 
lucky enough to make it to the hospital. 
Casualty is a separate building near the 
front gate. It is approximately L-shaped 
and divided into a medical admission area 
and the surgical or trauma unit, af-
fectionately referred to as the "Pit". A 
very large resuscitation room is ap-
propriately located nearby. 
On a Friday or Saturday night, am-
bulances come and go in a continuous 
cacophony, disgorging their bloody 
contents onto stretchers which immediately 
disappear through the casualty doors . 
Three recognizable waves of patients arrive 
in various degrees of mutilation. The first 
wave includes those unfortunates who 
happened to be robbed, assaulted or 
stabbed by the "tsotsi", a society which 
resembles a street gang composed of 
aggressive young blacks who rob, mug and 
murder for fun and profit. Tsotsis have 
perfected the use of the sharpened bicycle 
spoke for disrupting the spinal cord by 
performing a hideous variation of the 
lumbar puncture. They consider themselves 
big-time operators with an eye for women 
and nice clothes. Getting robbed of one's 
paycheque on the way home from work on 
a Friday evening in Soweto is to Sowetans 
like us getting a flat tire, an unavoidable 
inconvenience which is bound to happen to 
everyone sooner or later. 
The second wave consists primarily of 
drunks who have been knifed over a bottle 
of beer or a shot of gin. Most of the 
drinking in Soweto is done at "shebeens", 
illegal establishments which sell various 
types of alcoholic beverages. The shebeens 
perform a very important social function in 
Soweto, but unfortunately much of the 
violence in Soweto is centred around these 
institutions. 
The third is seen in the early morning 
hours. These patients are usually the wives 
of men who've been out drinking and come 
home looking for trouble. Domestic 
arguments in Soweto are often settled with 
knives, axes and garden tools. 
On a busy night, over one hundred 
stabbings will be treated at casualty. Less 
serious lacerations and wounds are dealt 
with by orderlies, since doctors simply do 
not have time to see all the patients. Three 
orderlies who do nothing other than suture 
and apply plasters work around the clock 
on Fridays and Saturdays. The blacks are 
incredibly stoic people when it comes to 
pain. Local anesthetic is seldom requested 
for minor procedures; most stab victims 
are wheeled into casualty smoking 
cigarettes and arguing with their wives. 
One man appeared at casualty some time 
ago wearing a hat and complaining of a 
headache. When asked if he would mind 
waiting for the doctors to deal with the 
more serious cases, he replied that there 
was no rush. After a few hours, the doctor 
arrived and asked the man what his 
problem was. He removed his hat to reveal 
an axe with the handle broken off firmly 
embedded in his skull. On another oc-
casion, a night watchman employed by the 
hospital came to casualty with what he 
described as a sore arm. His injured arm 
was being held by the other under his coat. 
After some time, the man was examined by 
the medical officer. His arm was found to 
be nearly severed from an axe blow. 
Needless to say, there is seldom a dull 
moment at Baragwanath. Whether one 
considers the endless stream of trauma 
cases to casualty and surgery or the 
multitude of perplexing cases which are 
admitted to medicine and pediatrics, there 
is always a challenge. The situation which 
makes Bara an unparalleled educational 
experience is the unique meeting of two 
vastly different societies. Soweto is ob-
viously a breeding ground of very severe 
medical problems, problems which our 
society bas effectively minimized in many 
cases. South African medicine on the other 
band is as good as anywhere in the world. 
Few places can offer the student the op-
portunity to treat correctly and effectively 
such a wide variety of pathology as can 
Baragwanath Hospital. 
As advantageous as it is to work at 
Baragwanatb, it must almost take second 
place to the opportunity to see a country as 
different and interesting as South Africa. 
South Africa is truly a tourist's paradise, 
especially when the weakness of the 
Canadian dollar in the world markets is 
considered. Throughout the country, the 
tourist's facilities and cost of travel are 
most attractive. A night in a good hotel 
with all meals included is still cheaper than 
the price of a good meal in Paris or 
Switzerland. 
The country itself is a land of contrast. 
Johannesburg is a modern metropolis, but 
primitive Africa still exists in areas within 
the Republic. The north-eastern part of the 
country is the so-called "low-veld" or low 
country. This is where the world's largest 
game sanctuary is located; the Kruger 
National Park stretches from the border of 
Mozambique to Zimbabwe-Rhodesia in the 
north to the Eastern Transvaal in the west. 
The contrast in the landscape in this part of 
the world is truly amazing. The low-veld is 
a sparsely vegetated, rolling or flat land 
which is hot all year round. It is ideal for 
the game of all types which inhabit Kruger 
Park. Elephants, hippos, rhinos, the big 
cats, giraffes, monkeys and almost 
everything ever seen in a Tarzan movie are 
abundant. Incredibly, a mere 100 miles, 
further on the land rises abruptly to the 
high veld on which Joburg sits at an 
altitude of over 5,000 feet. This area is the 
Eastern Transvaal and it is completely 
different from the low-veld. The landscape 
is hilly to mountainous, covered with thick 
forests and a multitude of waterfalls. The 
climate is temperate. These places, as well 
as Johannesburg and its gold mines, are all 
in one of South Africa's four provinces, 
the Transvaal. The other provinces are: (1) 
the Natal, stiuated between the Indian 
Ocean with the country's largest port, 
Durban on the east, and the Drakensburg 
Mountains in the interior; (2) the Orange 
Free State which is more centrally located 
and is the home of much of the world's 
diamond mining, and (3) the Cape 
Province, the largest province. The Cape 
Province extends from the Atlantic Ocean 
and South West Africa - Namibia - to 
the Indian Ocean and south to Africa's 
most southerly point, Cape Agulhas. 
In South Africa, one can view game at 
Kruger Park or a private game reserve, 
swim in either the Atlantic or Indian 
Oceans and do some high mountaineering 
all within a few days. Kruger National 
Park must be seen: the experience of 
camping inside the park (numerous 
camping and restaurant facilities are 
available throughout the park) and waking 
to the roar of lions is unforgettable. The 
Eastern Transvaal is a magnificent 
country, and can be easily reached by car 
from Kruger. The Blyde River Canyon cuts 
its way through the granite mountains and 
provides some of the most spectacular 
scenery in South Africa. 
South Africa's most famous city is Cape 
Town. It is over 1,500 km from Johan-
nesburg but can be reached in one day by 
car. The roads are good. The trip to the 
Cape cuts directly through the Karoo, a 
rolling desert which impresses one with its 
vastness. Cape Town is situated on the 
Atlantic Ocean, its traditional landmark, 
Table Mountain, marking the site of the 
city for hundreds of years. The summit of 
Table Mountain is accessible by cable car 
or by foot; the view from the top is one of 
the most beautiful imaginable. On one side 
the city is framed by the Atlantic coastline. 
To the south, the Cape Point Game 
Reserve extends to the Cape of Good Hope 
and Cape Point. Further to the east lies 
False Bay, an appendage of the Indian 
Ocean which is separated from the Atlantic 
by the thin finger of land which comprises 
the game reserve. The 30 km drive from 
Cape Town to the point is through the 
game reserve. Ostriches, antelopes and 
baboons (many of the baboons are found 
inside garbage cans and public lavra-
tories) abound. 
From Cape Town, the Garden Route 
follows the Indian Ocean coastline through 
Port Elizabeth, East London, the Transkei 
and finally to Durban. One finds here not 
only most spectacular scenery, but the 
resorts along the coast, Plettenburg Bay, 
Wilderness, Knysa and East London boast 
some of the finest beaches in the world, 
uncrowded and safe for surfing. 
Approximately 300 km south of 
Johannesburg lies the Drakensburg range. 
These mountains are situated within the 
province of the Natal and the encircled 
country of Lesotho. The highest peaks are 
well over 10,000 feet and some of the most 
scenic country has been preserved as the 
Royal Natal National Park. Here, excellent 
facilities for camping, hotel stays and 
dining are provided. Hiking as well as 
mountain climbing are popular in this area. 
One of the highlights of a South African 
vacation is a horseback ride through the 
park. Horses can be hired for about a 
dollar an hour! 
An opportunity to study in South Africa 
should be considered carefully. The 
country is varied and interesting, the 
political system requires more than just a 
casual evaluation and the professional 
opportunities for the medical student are 
very good. A period of time spent in South 
Africa will prove to be a most memorable 
and rewarding experience. 
as-so' ci-a' tion: 
"A voluntary organization of persons joined 
together to pursue a common purpose or objective 
mutual to all." 
The Ontario Medical Association is an association 
of practising physicians, interns, residents and 
medical students which, under a democratic 
constitution, pursues not only the advancement of 
the medical profession, but also that of medicine 
itself. The O.M.A. encompasses all specialties of 
medicine and represents more than 13,500 
physicians and aspiring physicians in the province. 
Its aims are your aims·. 
For information on joining the Ontario Medical 
Association, simply write Anne Todd, Supervisor 
of Membership. O.M.A., 240 St. George Street, 
Toronto, Ontario M5R 2P4; or phone 925-3264 
(Toronto), 1-800-261-7215 (toll-free, outside 
Toronto) 
Joining is only your first step in participation. 
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Hippocratic Council Report 
I am pleased to have this opportunity to 
provide Journal readers with an overview 
of Hippocratic Council Activities. 
Tachycardia, truly the top entertainment 
event of the year, was the usual success. It 
provides students with an opportunity to 
bring out the talent each has within, be it 
through acting, producing or writing. 
Never known to be subtle, Tachycardia's 
reputation for an evening of "fun and 
enjoyment" has become well known to the 
community. It was a financial success as 
well. 
The Hippocratic Council finances are 
also based on an annual grant from the 
U.W.O. Student Council. Various student 
pubs scattered throughout the year also 
contribute. The money thus acquired is 
used to support numerous social functions 
sponsored regularly by the Council. 
Formerly, the Meds Picnic was one of 
these, but due to a steady decline in at-
tendance, it was discontinued this year. 
The third year-fourth year party held at 
the Ukrainian Country Club on January 
11th was a memorable evening. The 
various award categories were most 
original. I am sure the awards will be 
coveted by those who were so deserving of 
them, particularly the wet t-shirt award. 
Special thanks to the drug companies for 
contributing prizes. 
An important upcoming social event is 
the annual Meds Ball, to be held at the 
Paddock on May 3. We are hoping for 
good attendance from all years of medicine 
for what has always been an enjoyable 
evening. This year's will be a sit-down 
dinner with dancing afterwards to the tunes 
of the band called "Toronto Harbour". A 
special word for professors and consultants 
- the evening is for YOU as well. 
Congratulations to those who worked on 
the Homecoming Float. It was the first one 
entered in the past few years. A good time 
was had by all who participated. 
The Council has taken to renting ice time 
at Thompson Arena and it was well used by 
male representatives from all four years. It 
was unanimously suggested that, should 
the ice be rented again, more women be 
encouraged to attend. How about it, girls? 
Another area of concern for this year ' s 
council bas been with the PSI Ross Report. 
This report analyzed student fees in 
relationship to education cost and the 
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B.I.U. (Basic Income Unit- the amount 
of funding given to universities for 
students). The report suggested that tuition 
fees be based on two formulae: 
1. unlimited cost related model: the 
student's tuition is equal to a percentage 
of education cost, irregardless of the 
amount. 
2. limited cost related model: the student's 
tuition is equal to a smaller percentage 
of education cost plus a fiXed amount. 
The long-term implications of such a 
formula would be that professional school 
be reserved for the wealthier portion of 
society, or for those poor enough to qualify 
for a substantial OSAP fund. 
by Diane Ensing 
Our SSOMA representative, Greg 
Bailey, bas been in correspondence with 
Dr. Bette Stevenson about this concern, 
and I urge you to read his article in the last 
issue of the Journal. Major topics 
discussed with the Ministries of Health and 
Colleges and Universities were the stipend 
allotted for our clerkship, the quality of 
our medical education, the cut-off of 
OSAP funding, and bursaries made 
available in other provinces. 
The new Council will have been elected 
just before the publication of the Journal, 
and can be assured of our support and 
cooperation in 1980-81. 
EST 1951 
13uslness 
Gfnswerinq 
Service 
of ConJon .CtmileJ 
• DAY -EVENING - 24 HR SERVICE 
• BUSINESS- VACATION SERVICE 
• POCKET PAGERS 
• RESIDENTIAL SERVICE 
• 2-WAY RADIO 
• 24 HR DISPATCH 
• ALARM MONITORING 
• TONE & VOICE PAGING 
• CLIENT MAILING ADDRESS 
• WAKE UP SERVICE 
• PLANT EQUIPMENT MONITORING 
679-1339 
247 QUEENS A V. 
IMPERIAL OPTICAL BLDG. 
Financial advice 
for the graduating pniessional. 
Bank of Montteal 
has a complete fmanaaJ 
progr.unrne to help gradua-
ting professionals starting 
their own practice. The 
programme will help you 
finish your studies and 
pi'OVIde capital to esublish 
your practice. 
Le FirstBankN 
Professional Loan Plan 
ts offered at competi-
tive mterest rates and 
provides optional 
creditor life inswance 
at low rates. 
Our FirstBank 
Professional Loan 
Plan booklet will 
help plan the busi-
ness aspect of your 
prolesston_ 
Ask for your copy 
at any branch. 
Bank or Montrnl 
UIIIYU'Sity Co•m•aily 
Cntrr Bra11d1 
Mu..-: 
Mrs. M . Rlnrs 
S£X 
CouiiSE~ 
0 
LONDON OSTOMY CENTRE 
425 First Street 
London. Ontario. Canada N5W 5K5 
519 - 455-2300 
ATLANTIC . prving ~uuthweslern Ontario and 
Canada with the finest in Ostomy 
COLOPLAST Applianc<'S and AccPssori<'S sincP 1971. 
COUV-SEEL • Our prumpt Courier Service provides 
GREER fast dt"livttry ationwidP 
HOLLISTER • Consuhations and Fittings available in 
our Clinic by appointment only . 
MARLEN 
MARSAN .. F~oturing LOC Pouch~• .. 
SIDNEY E. TEBBUTT 
Registered Nurse 
Enterostomal Therapist 
wi. l4u/.bN 'r 
G 1'1 If ~·u l11D.I 
l 
PERMA-TYPE 
RELIASEALS 
SQUIBB 
STOMAHE-
SIVE 
TRANSLET 
TORBOT 
UNITED 
SURGICAL 
Page 22 
Page 23 
